Introduction
In an era of escalating healthcare costs and scarce resources, purchasers and providers of health care require information that will allow them to "estimate as best they can the relation between medical interventions and health outcomes."' Only then will they be able to achieve their stated goals of efficient and high quality medical care. The kind of information systems required will need to incorporate measures of outcome that are valid; reliable; responsive to clinically significant changes in health over time; and, above all, quick and easy to administer in a routine clinical setting. Few outcome measures currently available for routine use satisfy all these criteria. 2 The short form 36 (SF 36) health survey questionnaire is a shortened version of a battery of 149 health status questions used in the RAND Corporation study of health insurance in the United States3 4 and was developed as a potential tool for monitoring patient outcomes in a busy clinical setting. The questions were selected to produce a questionnaire that could be completed in under 10 minutes while retaining the validity and reliability of the longer parent questionnaire. The SF 36 questionnaire measures three aspects of health: functional status, wellbeing, and overall evaluation of health using eight separate scales (table 1) . The responses to the questions on each scale are summed to provide eight scores between 0 and 100. Because it is a general measure, the questionnaire may be used to compare health status both among patients with the same condition and between patients with different conditions. It may also be administered to general populations to see how a particular We report the results of two studies in which both internal consistency and test-retest reliability were assessed, the first in more than 1700 patients presenting with four common conditions (low back pain, suspected peptic ulcer, menorrhagia, and varicose veins) and the second in a study of just over 570 patients attending a gastroenterology outpatient clinic. Between March and June 1991 we identified patients in Grampian region presenting with one of four common conditions: low back pain, menorrhagia, suspected peptic ulcer, and varicose veins. The patients were identified in one of two ways: from all referral letters to outpatient departments in Grampian and by general practitioners from four large training pracices in Grampian, these patients being included only if the general practitioner did not refer them to a specialist during the recruitment period of the study. A questionnaire including an anglicised version of the SF 3616 questionnaire' and sociodemographic questions was sent to the patients in general practice within two weeks of their initial consultation and to the referred patients before their first outpatient appointment.
Patients not wishing to take part in the study were asked to return their questionnaire uncompleted. Reminders were sent to nonresponders after two weeks and again after four weeks. In order to assess test-retest reliability a sample of patients returning a questionnaire was sent a retest questionnaire after two weeks. This included an additional question which asked, "Since you last completed a questionnaire, would you say that your health has improved, got worse, or stayed the same?" Estimates assume a = 0-05, two tailed test, power = 0-80, standard deviation and the most conservative estimates of reliability from the study of four common conditions. In both studies the estimates of reliability based on internal consistency were remarkably similar, and all were within the range of estimates reported elsewhere.5 '11'-18 Appreciable differences between the test-retest and internal consistency methods of assessment were seen in study 1, but only for the two role limitation scales (in favour of the internal consistency method), and in study 2 for the mental health scale (in favour of the test-retest method). For 
